Influence of intellectual retardation
Unfortunately, the diagnosis of psychiatric disorder in retarded people is difficult and complicated by the limitation in linguistic competence that is inherent in intellectual retardation. Diagnosis in psychiatry is essentially based on information elicited at interview, along with findings on mental examination: certainly, accounts from informed observers and outside sources are very important but they are supplementary to information obtained at interview. In the more severe degrees of intellectual retardation, verbal ability is very limited and, in the most profoundly retarded patients, absent. In these patients access to mental state is perforce inferential. In a disorder such as dementia, where a decline in self care skills and deterioration in behavioural patterns are present and can be objectively observed, or in a bipolar affective disorder where phasic changes in behavioural patterns, vegetative functions, level of activity and mood can be identified and charted, the language limitation is of less significance. In schizophrenic and paranoid syndromes, however, where the diagnosis depends on subtle nuances of meaning and experience such as hallucinations, primary delusional phenomena and ideas of influence, the problem is daunting. Given our present language-based diagnostic criteria, it is my personal belief that it is not possible to diagnose schizophrenia in a retarded patient with an IQ much below around 40. Similar limiting factors apply in the case of neurotic, and particularly obsessional, disorders. of urine may be a developmental phenomenon and related to the degree of'retardation: it is more likely to be of psychiatric significance if it represents a deterioration from a previous level of ability.
Some symptoms such as stereotyped repetitive behaviour and self injury are particularly, though not exclusively, related to the more severe degrees of mental retardation where they are of widely varying significance. Stereotypy, for example, including finger flicking and posturing, may be related to boredom, blindness or a dull and monotonous environment; in some cases it may be a developmentally determined phenomenon (Woodward 1959) ; in others it may be an imitative or anticipatory phenomenon and related to excitement; it may even serve a communicative function; finally, complex and intricate stereotypies including ritual play with objects such as tops, spinning toy drums and finger posturing, may be features of early childhood autism.
Repeated self injury too can be a particular problem in more severely retarded patients. Rarely, it may be related to a depressed mood; much more often it is a manipulative and attention-seeking phenomenon. It may be a major problem in early childhood autism and in some patients it would appear to be related to a relative insensitivity to pain, as in the Lesch-Nyhan syndrome. It is also particularly common in deaf-blind as opposed to deaf-only children (Chess & Fernandez 1980) . Symptomatology in retarded patients may, therefore, be of uncertain significance.
Prevalence rates
Given the foregoing, it is not surprising that there are problems in estimating prevalence rates for psychiatric disorders in mentally retarded patients. Various investigators have tried, however, and some of them have sought to overcome the problem of identifying cases by using a standard definition. Leek et al. (1967) estimated that 37% of patients of all ages in the Birmingham hospitals for the mentally retarded had a significant psychiatric disorder. Williams (1971) , in another comprehensive survey, estimated that 58.8% of patients in the St Birinus group of hospitals were psychiatrically disturbed. Primrose (1971) estimated that 58% of the child and adult admissions over a three-year period to the Royal Scottish National Hospital were because of either antisocial behaviour or psychiatric disorder. The DHSS (1972) , in its 'Census of Mentally Handicapped Patients in Hospital', estimated that 32% of the patients of all ages had a behaviour problem. Ballinger & Reid (1977) , using a standard definition of psychiatric disorder, compared a hospital with a community-based sample of mentally retarded adults and estimated that 52% of the former and 41% of the latter manifested psychiatric problems or behavioural quirks and eccentricities. Richardson et al. (1979) , in a prospective study of the totally mentally retarded population in Aberdeen, estimated that 46% had at some time manifested a behaviour disorder; and Corbett (1979) , in the Camberwell district of South London, estimated that 47% of the severely retarded children, and 46% of the adults, showed a significant psychiatric disturbance. This latter survey included patients in the community and in both hospital and non-hospital care.
Overall, therefore, it is clear that psychiatric disturbance is a major problem in mentally retarded patients: estimates vary, but it is probable that around 50% of the population of a mental handicap hospital will pose significant management problems because of psychiatric disorder. It is possible further to refine these rates into figures for affective and schizophrenic disorders, dementing syndromes, early childhood autism, hyperkinetic syndromes, neurotic, conduct and personality disorders, whether or not associated with epilepsy (Reid 1982) .
Associations between handicap syndromes and psychiatric disorders
There has also been investigation into the possibility of a relationship between type of physical disability causing or associated with mental retardation (e.g. tuberose sclerosis, sex chromosomal or autosomal abnormality, phenylketonuria), and behavioural patterns. On the whole, this has proved unrewarding. Down's syndrome patients are traditionally said to be particularly socially responsive and outgoing, and there is probably some truth in this. It has also been established beyond doubt that patients with Down's syndrome are particularly vulnerable to a premature form of senile dementia and the vast majority, and perhaps all, of those over the age of 35 show neuropathological changes of an Alzheimer-type senile dementia (Whalley & Buckton 1979) . There is evidence also that they show related neurochemical changes in the brain at autopsy (Yates et al. 1980 (Yates et al. , 1981 . Not all of these patients will have shown clinical features of dementia in life (Reid & Aungle 1974 , Ropper & Williams 1980 ), but problems in establishing the clinical diagnosis may be related to the difficulty of conclusively identifying deterioration in patients who are already severely mentally retarded. Phenylketonuria and tuberous sclerosis have in the past been linked with hyperkinetic syndromes and catatonic schizophrenia respectively, but there is no evidence now from systematic studies to support this.
Epilepsy and psychiatric disorder
Epilepsy is, of course, particularly common in mentally retarded patients, and the prevalence rate increases with the severity of brain damage and the degree of mental retardation (Corbett et al. 1975) . Penrose (1938) found that approximately 30% of the resident population of a mental deficiency service suffered from epilepsy, and Reid et al. (l978a) recorded a prevalence rate of 43% among a hospital population of severely and profoundly retarded adult patients. Rutter et al. (I 970a. b) , in the Isle of Wight survey, demonstrated clearly that there was an association between epilepsy and psychiatric disorder. They showed that in a control group of children the morbidity rate for psychiatric disorder was 6.6%; where there were physical disorders not affecting the brain the rate rose to 11.6%, but where brain disorders were present the rate rose to 34.3%. The effect of epilepsy was shown by a further study of two groups, both with lesions above the brain stem. In the group without seizures the prevalence of psychiatric disorder was 37.5%, whereas in the group with seizures it was 58.3%. Unfortunately, there have been few studies specifically on psychiatric aspects of epilepsy in the field of mental retardation. Veall (1974) has shown that Down's syndrome patients tend to develop epilepsy as they get older and this is presumably related to the presence of Alzheimer-type neuropathological changes in the brain. Studies by Corbett et al. (1975) and Reid et al. (l978a) were both somewhat inconclusive, and this field merits further investigation.
Gonosomal abnormality and psychiatric disorder
Another area that has attracted attention is the possibility of a relationship between gonosomal abnormalities and behaviour. This began with the demonstration by Jacobs et al. (1965) of an unusual number of males with a 47 XYY chromosome complement at the Scottish State Hospital. This gave rise to a considerable literature and the concept of a genetically-determined predisposition to criminality. Subsequent thoughtful studies by Hook (1973); Pitcher (1975) and Hunter (1977) showed that the XYY genotype was very widely distributed in the population and its predictive reliability for specific adult behavioural patterns was relatively low.
Given the present state of knowledge, we can probably go no further than note that the XXV anomaly is probably associated with an increased risk of mild mental retardation, the degree of retardation increasing with the number of supernumerary X chromosomes, and that this is probably the same but to a lesser extent the case with the XYY genotype. The verdict on the claim that the XYY genotype predisposes to a particular type of geneticallydetermined criminal behaviour must be one of 'not proven'.
Clinical features of the main psychiatric syndromes
There has, however, been progress in the matter of identifying the clinical features and natural history of the main psychiatric disorders in mentally retarded patients, and the present state of knowledge has been summarized by Reid (1982) . Whereas in 1967 Gardner queried whether it was even possible for retarded patients to manifest an affective disorder, We now know (Reid 1972 , Heaton Ward 1977 , Hucker et al. 1979 , Sovner & Hurley 1983 that these disorders do occur, are relatively common and usually respond to. treatment with appropriate antimanic, antidepressive and prophylactic agents such as lithium (Naylor et al. 1974 , Rivinus & Harmatz 1979 . The historical confusion between schizophrenia and early childhood autism has been resolved and the clinically distinct nature of the two conditions established beyond doubt (Kolvin 1971 , Folstein & Rutter 1977 . It is widely accepted that the majority of patients with early childhood autism are mentally retarded and it is no longer believed that behind the psychotic exterior is a child of normal or even superior intelligence. Psychogenic theories of causation which caused so much distress to parents have been disproved, and the association of autistic syndromes with organic brain impairments and the liability to develop epilepsy with the passage of time is now established (Rutter 1970 , Wing 1976 . The concept of the hyperkinetic syndrome, which had become so overinclusive, has been narrowed down more precisely by many investigators, including Sandberg et al. (1978) , and it has been shown that a true hyperkinetic syndrome is comparatively rare. It has been shown that dementia can occur and can be identified in retarded patients, and clinical diagnosis in life has been verified by subsequent neuropathological studies (Reid & Aungle 1974 , Reid et al. 1978b with the tendency towards increasing longevity of the mentally retarded, this is likely to become a more important problem.
. There are still, however, major difficulties in establishing diagnostic criteria for psychiatric disorder in severely and profoundly retarded patients, and there is a need for further clinical and prevalence studies of neurotic illness in the field of mental retardation. The delineation and classification of personality problems are also at a rudimentary stage, but this is a problem common to general psychiatry as well as mental handicap and there must be doubt as to the profitability of exploring this avenue further unless and until more reproducible parameters of proven predictive value have been established. Personality and temperament are, however, factors of crucial importance in determining a retarded patient's acceptability in non-hospital accommodation.
Management and treatment
There has been progress also in the management and treatment of behavioural problems in the field of mental retardation. The importance of environment and the anti therapeutic nature of the living conditions in some of our large mental handicap hospitals have been highlighted by committees of enquiry and in influential research reports such as 'Put Away' (Morris 1969) , 'Patterns of Residential Care' (King et al. 1971) and 'Children Living in Long-Stay Hospitals' (Oswin 1978) . The correction of these problems involves care in smaller groups, with better levels of nurse staffing, improvements in staff training, increased paramedical and educational input, more constructive and recreational outlets, and greater opportunities for privacy and the development of leisure pursuits. Disquiet about the quality of care for mentally handicapped patients, both in the UK and abroad, has led to the development of philosophies of 'normalization' (Nirje J969), 'personalization' (British Journal of Mental Subnormality 1979) , and to the promulgation of a 'Bill of Rights' approach to retarded people. Admirable as these concepts are, they should not be allowed to assume the status of an ideology; they come down in the final resort to matters of finance.
Clinical psychologists have made progress in studying the management and elimination of behavioural problems, and the enhancement of self care skills, through behavioural methods (Yule & Carr 1980) . There remains, however, the difficulty of translating gains made in the intensively-staffed and individual treatment setting, to the wider and unstructured living environment. In the specific field of psychiatric disorder, it is now widely realized that disturbed behaviour is frequently the product of psychiatric illness and the identification and treatment of these illnesses have reduced the prevalence of disturbed behaviour, enabled the rehabilitation and discharge of some patients and facilitated the care of those remaining in hospital.
Unfortunately the response of psychiatric disorders in mentally retarded people to treatment with psychotropic drugs is somewhat unpredictable (Kirman 1975) . Nearly all severely and profoundly mentally retarded people will have some sort of structural brain damage or abnormality and many mildly retarded patients will be similarly affected (Crome & Stern 1972) . The presence of brain damage seems to predispose some patients to neurotoxicity at below therapeutic levels. The situation is analogous to that in senile dementia where confusional states can be particularly readily precipitated by such preparations as barbiturates. Other mentally retarded patients, however, seem able to tolerate psychotropic drugs satisfactorily and, contrary to previous claims, there are no firm contraindications to the prescription of injectable phenothiazines (Craft & Schiff 1980 ). These developments have been accompanied by a greater awareness and some systematic study of the psychiatric implications for the family of a retarded member (Gath 1973 (Gath , 1977 , and a network of supporting facilities has evolved to ease the burden. These facilities are, as yet, unevenly distributed in the country as a whole.
Conclusion
Whilst there has been progress in the psychiatry of mental handicap, this has been slow, and has drawn on insights and treatment possibilities derived from several professional disciplines including clinical psychiatry, social work, psychology, education and the paramedical professions. Improvements have tended to be partial and palliative and exaggerated claims and assertions lack credibility.
